The control of venereal diseases in Germany was one of the most arduous tasks which faced the Occupation Authorities after the war. In an article which appeared in a recent number of the Epideniiological and Vital Statistics Report, Dr. T. Guthe, Chief of the Venereal-Disease Section of WHO, surveyed the situation in Germany from 1945 to 1948, and gave a detailed account of the result of measures taken in the various zones during that period. According to the Chronicle of the World Health Organizationz the venereal-disease problem in Germany is not due to the presence of occupying troops and displaced persons, although this view is often expressed by Germans. Venereal diseases increased steadily in Germany, as in other countries, as a consequence of war conditions: displacement of civilian, industrial, and military populations; social, economic, and political upheavals; disruption of family life; increase of promiscuity and prostitution. Surveys carried out at Frankfurt-on-Main and Hamburg show that venereal diseases caused considerable ravages among the civilian population during the war. The increase in venereal infections which took place during the war in civilian and military populations in the Reich was also observed in several countries occupied tv or allied with Germany, as recorded in Denmark, Finland, France, Greece, Norway, and some of the Balkan countries. Thus in 1940 and 1941, when uncontrolled obstetric pain on the one hand, and profound and prolonged obstetric narcosis on the other, demanded a more satisfactory and safer method of anaesthesia for the parturient woman and her baby, Southworth, Edwards, and I surveyed the problem to determine the specific nerve pathways involved. We found that the classic researches of John G. P. Cleland, of McGill, had delineated the afferent pain pathways of the contracting uterus as passing through the eleventh and twelfth thoracic nerves. We substantiated the postulates of Sir Henry Head, of England, that pain of the dilating cervix was transmitted through the second, third, and fourth sacral nerves. We concurred with DeLee, Greenhill, and Tucker that the pain of perineal distension was transmitted through the pudendal, perineal, and haemorrhoidal nerves. We soon found that the single-injection technique of Sicard and Cathelin when extended to the tenth thoracic segment in the peridural space would totally relieve temporarily the pain of labour or the pain of delivery.
Merely by combining the principles of caudal analgesia with the continuous spinal anaesthesia principle of Lemmon, of Philadelphia, and the continuous aortic lumbar anaesthesia of Abruel, of Rumania, we were able to fashion a The Philadelphia and Memphis studies show that mothers in all age groups, but particularly in the early and late extremes of the child-bearing period, benefit from this form of management (Tables III and IV) .
Use in Breech Delivery. A third complication formerly greatly feared is the inadvertent spinal or subarachnoid anaesthesia of overwhelming proportions with the usual caudal dosages. The institution of the test dose and the ten-minute wait before proceeding and the institution of a low, safe, continuous spinal or saddle-block analgesia for these cases through intentional election have served to minimize this hazard. Inadvertent puncture of the spinal canal, with the usual insertion of a needle 6 cm. into the canal, has occurred under supervision only about once for each 500 cases. In some we elect to abandon the procedure, but in others we prefer to institute continuous spinal analgesia with usually one-thirtieth to one-fifteenth of the recommended dose. Careful aspiration of the indwelling caudal needle before insertion of the catheter reveals spinal fluid in almost all the small fraction of cases with low-lying durae.
Another complication that was formerly greatly feared is infection about the site of injection. With careful cleanliness and antisepsis and gloved technique, the incidence of infection is now about 1 in 1,000 caudal deliveries. The majority of these are simple pin-point pustules from the needle puncture. About one case of cellulitis or peridural infection occurs in each 5,000 deliveries under continuous caudal analgesia. With the prompt institution of the antibiotic drugs this type of infection can often be controlled. Nevertheless, with proper technique and proper care of we have maintained continuous caudal analgesia for periods of one week without producing any demonstrable nerve irritation.
The fifth type of complication is that due to individual toxicity to the various local analgesics. It is characterized by immediate and persistent nausea and vomiting accentuated by each dose of the local analgesic, by tachycardia, by dizziness, and by hyperirritability. In nearly every instance we have achieved satisfactory results by the substitution of another local analgesic, such as procaine or pontocaine for metycaine, or vice versa.
The contraindications are as follows: (1) inadequate training or skill on the part of the operator; (2) substandard home or hospital conditions which do not provide the safeguards of available oxygen, vasopressor drugs, intravenous fluids, and proper asepsis; (3) local infection or skin irritation at the site of needle puncture; (4) gross abnormalities obliterating sacral hiatus or deformities of the vertebral column, which preclude the proper distribution of the anaesthetic agent; (5) central nervous system disease or disease of the vertebral column, such as tuberculosis, syphilis, etc.; and (6) previous laminectomy.
Summary
In America continuous caudal analgesia has been used for more than 600,000 deliveries. It has proved its capacity for relieving pain in surgery, obstetrics, and therapeutics from the xiphoid to the toes for an hour, a day, or a week. Its proper application eliminates transplacental narcosis and pharmacological retardation of vital baby reflexes.
Through such a mechanism of labour the premature baby is spared drug depression and the traumas attendant upon delivery through an unrelaxed birth canal.
More than 200 medical papers in eight languages have concluded that infant mortality and morbidity have been reduced with continuous caudal analgesia.
Under its management the third stage of labour is shortened and post-partum blood loss approaches the minimum. Postpartum complications are conspicuous by their absence.
Mothers with toxaemia, heart disease, and respiratory and metabolic infirmities are spared most of the stress and strain of labour.
It has been used in the control and treatment of eclampsia in more than 100 cases, with a maternal mortality below 5%
and an infant mortality below 15%. OCT. 8, 1949 the four needle insertions of lumbar paravertebral block.
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Other therapeutic applications in treating arterial emboli, reflex anuria, abdominal distension, and vascular insufficiency have been described.
Continuous caudal analgesia has been determined of great value in the prognosis of sympathectomy for essential hypertension.
It opens a new avenue for the prolonged control of postoperative and intractable pain in terminal carcinoniatosis.
Finally, the medical profession and I personally express our gratitude to our European colleagues who in 1901, after careful researches, made possible this medical technique which it has been my privilege to extend into these various applications. SOME OBSERVATIONS ON The peculiarly virulent nature of pulmonary tuberculosis in the African is still sometimes attributed to a relatively recent introduction of the infection by the European to a country and people not hitherto exposed to it-a so-called virgin soil. It is probable, however, that the disease was introduced long before the advent of Europeans in significant numbers, possibly from the North and Near East by the old trans-Sahara trade routes. Conceptions of the importance of a virgin soil seem to imply that an inherited immunity can be established as a result of several generations of exposure to infection, but the example of the American negro furnishes no evidence in support of this supposition or in favour of a possible progressive genetic elimination of the highly susceptible. Though improvement in education, economic status, and standard of living may do much to mitigate the severity of the disease amongst the population as a whole, it seems that the violence of the disease in the African must be explained on a basis of his inborn constitutional peculiarities.
The common impression in Nigeria is that pulmonary tuberculosis in the African is not amenable to treatment and is invariably fatal. That the outlook is not so hopeless as this Davies (1946) has shown as a result of twenty years' work in Tanganyika. He points out that by the time a patient presents himself voluntarily for treatment his disease, so rapid is its advance in the African, is already hopeless of cure, and such indeed is the experience in Nigeria. Apart from the obvious necessity for education of the public and for improved living conditions, isolation of the open case is a prime essential. Davies stresses that for this purpose, and for the detection of cases early enough for effective treatment, sanatoria working as isolated units are no more effective than the existing general hospitals, 
